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+ 1. What corrective action(s) will be accomplished
for those residents found to have been affected:

| The facility must provide medically-related social |
| services to attain or maintain the highest

! pracuca.ble physical, "‘."e"ta!' and psychosocial : | On 5/24/12, the Recreational Services Director

i well-being of each resident ' talked with resident #3 regarding his preferences
: ' for outings. The Director of Recreational Service
; planned an outing with resident #3 for 5/25/12

y . . (shopping) and 6/7/12 (movie). 5/25/2012
; This REQUIREMENT is not met as evidenced
| by:
| Based on medical record review, observation, 2. How will you identify other residents who have
and interview, the facility failed to provide the potential to be affected by the same deficient

medically related social services for ane (#3) of i practice and what corrective action will be taken.

i five residents reviewed,
By 5/29/12, the Social Service Director or

F The ﬁndmgs included: assistant or Recreational Services Director or
! Resident #3 was admitted to the facllity on f: :I.E';i':; ‘(vo'lr[ t';::‘;r“;f:v ale¢ B °rie"tat?d
: 5 : ponsible party) at risk for
: chb?r 30,' 2009, W,Ith diagnoses including elopement to determine their preference for
i Quadriplegia, c“"c‘”fc Pa‘iﬂ Syndrame, ML_lscle outings. Social Service department will coordinate
f Spasms, and Chranic Urinary Tract Infections. with Recreation Department to schedule outings. |5/29/2012

| Medical record review of the MDS dated February
127, 2012, revealed the resident had no memory

; problems, and was independent with daily

i decision making.

: Medical record review of the nursing notes dated |
i May 3, 2012, revealed the resident had leftthe |
| facility unatiended to go fo the Doliar General

i Market. Continued review of the nursing notes
! revealed the facility staff went to the Dollar

| General Market and assisted the resident back to 1
| the facility.

| Interview on May 16, 2012, at 4:15 p.m., with
: resident #3, in the resident's room, revealed the
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, resident would fike to go to the movies, to
: Walmart, the Dollar General Market or to see the |
i resident's son play baseball once a week, ;
| Continued interview revealed the facility staff had !
: not asked the resident how often or where the
| resident would like to go. :'
! |
!
i

i Interview on May 16, 2012, at 3:05 p.m., with

i Social Worker #1, in the activity office, revealed
: Social Worker #1 had discussed safely issues

! with resident #3 after May 3, 2012, when the

i resident went to the Dollar General Market

i unattended. Continued interview confirred the
 facility had not assessed the resident for

| preferences or choices related to the resident's

| desire to go outside the facility weekiy,

; Continued interview revealed “This is something
j we need to do to keep the resident busy."
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I 3. What measures will be put into place or
| what systematic changes will you make

' to ensure that the deficient practice will

« not recur?

The Recreational Services Director or assistant
will discuss resident preferences for outings at
monthly Resident Council Meeting. If alert and
orientated residents at risk for elopement do not
attend the Resident Council Meeting, the
Recreation Services Director or assistant or
Social Service Director or assistant will discuss
upcoming outings with them during the monthly
Resident Council follow-up period. Social Service
Director or assistant will conduct a monthly audit
for three months of outing discussion at Resident
Council Meeting and the follow-up with alert and
orientated residents at risk for elopement to
determine if residents’ preferences are being
honored as feasible. 5/28/2012

4. How will the corrective action(s) be
monitored to ensure the deficient
practice will not reoceur; i.e., what quality
assurance program will be put into place.

The Social Service Director or designee will
review the outings audit and will report findings
monthly times three months to the members of

. the Performance Improvement Committee
including the Medicai Director, Executive Director,
Pharmacist, Director of Business Development,
Business Office Manager, Director of Admissions,
Director of Environmental Service, Director of
Health Information, Director of Recreational
Services, Director of Maintenance, Director of
Sacial Services, and Staff Development
Coordinator. They will review the findings, make
recommendations, and make plans of action if
any areas are found to be noncompliant. 5/29/2012
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